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ABSTRACT
Therapist Effects on Dropout in Couple Therapy
Kwin L. Willis
School of Family Life, BYU
Doctor of Philosophy
Despite the strong efficacy of couple therapy, many couples still do not benefit from
treatment. Marriage and family therapy scholars have argued that therapists play a crucial role in
the delivery of successful couple therapy, yet little research has documented that the therapist in
couple therapy has a significant impact on outcomes. Known as the study of therapist effects,
this study sought to assess the amount of variance attributed to the therapist in couple therapy
outcomes. Using dropout as the outcome variable, this study analyzed data from 1192 couples
treated by 90 therapists at a university-based training clinic. Results from multilevel analysis
indicated that therapists in the sample accounted for 9.5% of the variance in couple dropout
while controlling for initial couple impairment. Therapist gender and therapist experience did not
significantly predict the effectiveness of therapists. These findings give promise to future
research on therapist effects in couple therapy and encourage exploration into which therapist
characteristics and behaviors contribute to successful clinical outcomes.
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Therapist Effects on Dropout in Couple Therapy
Research has consistently shown that couple therapy is effective (Carr, 2009; Lebow et
al., 2012; Shadish & Baldwin, 2005; Snyder et al., 2006). After reviewing eight meta-analyses of
more than 35 randomized controlled trials of couple therapy, Shadish and Baldwin (2003) found
a large effect size (d=.82) for couple therapy, relative to controlled conditions. Every
randomized, clinical trial of couple therapy has found treatment to be superior to no treatment
(Gurman, 2011).
However, establishing the efficacy of couple therapy has come at the cost of ignoring
other important variables related to couple therapy outcomes, particularly the therapists,
themselves (Blow & Karam, 2017; Gurman, 2011). Randomized clinical trials of couple therapy
efficacy routinely minimize the impact of individual therapists on outcomes by using close
monitoring of treatment protocol adherence, uniformity of training, and treatment manuals
(Davis et al., 2012). With the focus on carefully examining treatment effects in order to validate
specific treatment models, researchers have gone to considerable lengths to minimize variability
in how therapists deliver the treatment.
In addition, the medical model of treatment traditionally emphasized the attributes of the
treatment, rather than who delivers the treatment (Wampold & Imel, 2015). The early clinical
research in medicine was focused on validating the effectiveness of new drugs, with who
delivered the drug to a patient seeming of trivial importance compared to the effectiveness of the
drug (Bothwell et al., 2016). As clinical experimental research designs were later adopted by
psychotherapy researchers, the tradition of focusing on treatment effects, while ignoring who
delivered the treatment, continued (Wampold & Imel, 2015).
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In response to the traditional emphasis on examining treatment effects, while ignoring the
impact that therapists may have on treatment outcomes, Blow and his associates have argued for
the importance of privileging the role of therapists in successful couple and family therapy
treatment (Blow & Karam, 2017; Blow et al., 2007; Blow et al., 2008; Karam et al., 2015).
Indeed, these scholars counter the Evidence-based Therapy Movement, which prioritizes
treatment models based on empirical evidence that they are efficacious, by calling on the field of
MFT to prioritize evidence-based therapists, arguing that effective therapists play a larger role in
therapy success than what particular therapy model a therapist chooses to use.
Blow’s (Blow & Karam, 2017; Blow et al., 2007) argument to privilege therapist effects
over treatment effects, which involves the role of specific treatment models in the success of
therapy treatment, echoes arguments that have been made by researchers of individual therapy.
Therapist effects refer to the contribution made to the outcome variability that can be apportioned
to therapists rather than other variables, such as the treatment model used and client
characteristics (Barkham et al., 2017). The implication of therapist effects is that it matters which
therapist clients see because outcomes vary between therapists (Lutz & Barkham, 2015). The
study of therapist effects is different than the study of effective therapists, which examines the
characteristics and behaviors of effective therapists (Barkham et al, 2017). The effective therapist
research asks the questions, “why are some therapists more effective than others?” In contrast,
the therapist effect research simply seeks to establish that there is significant variation in the
success that different therapists experience. Wampold and Imel (2015) make the point that it is
important for researchers to establish significant therapist effects before examining factors that
may contribute to effective therapists. They stated, “Before a search of variables that are related
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to therapist effectiveness, it must be established that indeed the therapists providing the treatment
make a difference in outcomes” (p. 159).
Indeed, there is a robust literature that has found significant therapist effects in individual
psychotherapy. A meta-analysis of 46 studies found an average effect size in individual
psychotherapy of 3% in randomized clinical trials, where extensive efforts are made to control
therapist differences, and 7% in naturalistic studies, where little attempt is made to regulate
therapists’ behaviors (Baldwin & Imel, 2013). Importantly, research has found that therapist
effects are consistently larger than treatment effects, with the choice of which treatment model to
use accounting for less than 1% of the variance in treatment outcome (Wampold & Imel, 2015).
Blow and Karam (2017) build on the research done on therapist effects in individual
psychotherapy to argue that the role of the therapist is even more influential in couple and family
therapy than it is in individual therapy. They contend that “greater skills are needed when
delivering interventions to couples and families. This is because in working with these cases, the
therapist manages multiple… members of a family/couple in the therapy room at one time…,
while at the same time keeping alliances intact with these individuals….” (p. 717).
Despite these compelling arguments for the importance of the therapist in couple and
family therapy, little research has actually examined therapist effects in the field. A small study
was conducted in Norway and found that 8.0% of the variability in outcome was explained by
the therapist (Owen et al., 2014). However, the outcome measure that was used in the study was
the Outcome Rating Scale (Miller et al., 2003), which assesses individual well-being, rather than
relationship functioning or satisfaction. Recognizing the need for additional research on therapist
effects in couple therapy, the purpose of this study was to examine therapist variability in couple
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therapy conducted at a university-based MFT clinic, using premature dropout as the dependent
variable.
Review of the Literature
Therapist Effects in Couple Therapy
Despite compelling arguments that therapists are an important ingredient in successful
couple therapy (Blow & Karam, 2017; Blow et al., 2007), little research has examined therapist
effects in couple therapy. A significant reason for the research emphasis on treatment effects in
couple therapy was the need for the field of MFT to develop a strong empirical foundation of the
efficacy and effectiveness of MFT models of treatment in order to establish the legitimacy of
MFT as a mental health profession and modality of practice (Wampler et al., 2019). In addition,
MFT researchers have suffered from a lack of large clinical datasets (Johnson et al., 2017) that
are needed to conduct valid therapist effects research.
Only a few studies have examined therapist effects in couple therapy. One study (Davis
& Piercy, 2007) used grounded theory to analyze interviews from MFT therapy model
developers and their successful clients. The researchers found that therapist variables were one of
the model-independent themes that contributed to successful outcomes, suggesting that attributes
of the therapist were an important ingredient in successful MFT therapy. In a small study of nine
therapists and 93 couples, Bartle-Haring and associates (2016) found that 4% of variability of the
couple bond dimension of the therapeutic alliance over the first six sessions was attributed to the
therapist. However, as part of the preliminary analysis in a study of the therapeutic alliance and
dropout in individual, couple, and family therapy, authors of another study found that there were
no significant therapist effects in the therapeutic alliance after one session. (Anderson et al.,
2019).
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One study examined therapist effects in the outcome of couple therapy (Owen et al.,
2014). The study was conducted in Norway, and it involved 158 couples treated by 18 therapists.
The sample was taken from couples that were seeking therapy from one of two government
subsidized agencies. The average age of the clients was 38.5 and they had been together, on
average, 11.8 years. All the couples were White, Euro-Scandinavian. Nine of the therapists were
psychologists, eight were licensed social workers, and one was a psychiatric nurse. There was a
wide range among the therapists of experience in working specifically with couples. The mean
level of experience was 7.28 years, but the standard deviation was 7.14, with a range of 0 to 19
years. The number of couples treated by each therapist ranged from 3 to 18. The clients
completed the Outcome Rating Scale, a measure of individual functioning (ORS; Miller et al.,
2003) at the end of each session. Using a multilevel statistical model with Bayesian estimation,
the results showed that the therapist level of the model accounted for 8.0% of the total variance
in ORS scores for the couples and 10% of the variance in client therapeutic alliance scores. At
the descriptive level of analysis, they found that the least successful three therapists had about
30% of their couples experience clinically significant improvement, while the three most
successful therapists had over 75% of their couples experience clinically significant change.
Moderators of Therapist Effects
Recognizing the variability of outcomes between therapists, individual psychotherapy
researchers have examined moderators of therapist effects. Research suggests that the role of the
therapist becomes more important when clients present with more severe symptoms in individual
psychotherapy (Barkham et al., 2017; Johns et al., 2019). For example, one study analyzed data
from 10,786 patients seen by 119 therapists. Researchers found that for clients that presented

THERAPIST EFFECTS IN COUPLE THERAPY

6

with mild symptoms, the therapist effect was 1%; however, among clients who presented with
severe symptoms, the therapist effect was 10% (Saxon & Barkham, 2012).
Research has also explored the potential moderating effects of the characteristics of the
therapists. A meta-analysis of 64 individual psychotherapy studies found a small, yet significant,
gender effect, with an effect size of .04 that favored female therapists (Bowman et al., 2001).
However, more recent large studies of therapist effects in individual psychotherapy have found
no gender differences (Chow et al., 2015; Okiishi et al., 2006; Wampold & Brown, 2005).
Moreover, the two studies that examined gender differences in therapist effects in couple therapy
(Bartle-Haring et al., 2012; Owen et al., 2014) did not find any gender differences among
therapists.
Research on experience as a moderating variable on therapist effects has been mixed and
inconsistent (Walsh et al., 2019). The majority of large studies on individual psychotherapy have
found that clinical experience is not a significant moderator of therapist effects (Okiishi, et al.,
2006; Chow et al., 2015). However, most studies have been cross sectional, with the analysis
comparing outcome between more and less experienced therapists. A more nuanced approach is
to longitudinally study therapists to see if therapists develop better outcomes as they gain
experience. Multiple studies have documented therapist effectiveness across experience in
training programs. One study followed the outcomes of psychotherapy trainees over a four-year
period and found a significant, but modest, increase in effectiveness over the course of their
training program. The authors reported an effect size of .02 for each year of experience (Owen et
al., 2016). In contrast, a second study of psychotherapy trainees found that therapists declined
slightly in the outcome of psychotherapy cases over the course of five years of data collection,
although the proportion of premature dropouts declined (Goldberg et al., 2016). A third study
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followed 22 students through their doctoral training program across over 4,000 clients and did
not find differential outcomes based on level of training based on both amount of change in
client outcomes and the rate of change (Erekson et al., 2017)
The research on therapist experience in couple therapy is also mixed. The study of
therapist effects in the development of the therapeutic alliance found that therapist experience
was positively predictive of the therapeutic alliance among female partners, but not among male
partners (Bartle-Haring et al., 2016). The study of therapist effects on couple therapy in Norway
found that the amount of experience that therapists had specifically doing couple therapy was
positively predictive of better therapy outcomes (Owen et al., 2014). In contrast, Anderson and
associates (2019) found that therapist experience was not predictive of dropout rates.
Dropout
The data used for this study consists of information from a university-based MFT clinic’s
client management system. This system has the benefit of providing information on a large
number of couple cases, but the only variable in the system that could be operationalized to
measure therapy effectiveness was the number of sessions that the couple attended.
Consequently, the number of sessions that the couples attended was coded to assess premature
dropout from couple therapy to assess couple therapy outcome success.
Therapy dropout has been defined as occurring when a client unilaterally discontinues
therapy prematurely, before recovering from the problems that led him or her to seek out
treatment, and/or before completing the therapy’s specified protocol (Hatchett & Park, 2003;
Swift & Greenberg, 2012). Most clients who prematurely drop out of therapy do not attend
therapy long enough to reach a clinically significant level of change (Hansen et al., 2002).
Premature discontinuation, or therapy dropout, has been explained as a significant problem in
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individual therapy, one that stymies the effectiveness of therapeutic interventions and contributes
to the impairment of individuals who suffer from mental, emotion, and relational problems that
could otherwise benefit from treatment (Barrett et al., 2008; Hatchett & Park, 2003). Clients that
discontinue treatment prematurely tend to exhibit poorer outcomes (Cahill et al., 2003;
Lampropoulos, 2010; Pinquart et al., 2016), be more dissatisfied with treatment (Björk et al.,
2009; Knox et al., 2011), and feel unmotivated to seek professional help in the future (Roos &
Werbart, 2013; Swift & Greenberg, 2015; Swift et al., 2012). In these cases where symptoms
persist, other systems, such as family members, friends, work associates, and employers, are also
negatively impacted (Swift et al., 2012).
When clients drop out of therapy, it also affects the mental health delivery system
because it can hinder clinic productivity and waste mental health funding, especially if therapy
hours were scheduled for clients who are not showing up for therapy (Barrett et al., 2008;
Kazdin, 1996; Swift et al., 2012; Swift & Greenberg, 2015). By skipping these sessions, the
clinic has wasted hours that could have been scheduled with clients who would benefit from
coming to therapy. Also, without an obvious termination, therapists may spend weeks trying to
communicate with the client, taking unnecessary space in the case load.
Similar to individual therapy, dropout is a problem in couple therapy (Masi et al., 2003).
In couple and family therapy, clients that discontinue treatment prematurely tend to have lower
success rates (Wong et al., 2013). A recent study of 994 individual, couple, and family cases
seen at a university-based clinic found that 20.6% of the clients dropped out of therapy before
the fourth session, with the rate higher for couple and family cases (Anderson et al., 2019). A
higher dropout rate among relational cases is consistent with the reported high dropout rates in
two studies that examined couple therapy with veterans and their partners. Based on a sample of
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177 couples seeking treatment at Department of Veterans Affairs medical centers, Doss and
associates (2011) found that 62% of couples discontinued treatment without their therapist
indicating that treatment was successful. This higher dropout rate compared to the previous study
is likely due to differences in operationalizing the measurement of dropout. A more recent study,
also involving veterans and their partners, found that 36.4% of the couples dropped out during
the “assessment phase” of treatment (Fischer et al., 2018).
Therapist Effects and Dropout
No research has been conducted on therapist effects on dropout in couple therapy, and
only two studies have been conducted in individual psychotherapy. Saxon and associates (2017)
examined a sample of 10,521 patients treated by 85 therapists and found significant variability in
therapist’s dropout rates. Using therapists’ report of dropout after the case terminated, the
authors found that 12.6% of the variance in dropout was attributed to the therapist. In the second
study, Zimmermann and associates (2017) conducted a study involving 707 patients treated by
66 therapists. Their study also measured dropout as whether the therapist perceived that
treatment ended prematurely. The multilevel model used in the study revealed that 5.7% of the
variance in dropout was attributable to the therapist after controlling for patients’ initial
impairment.
This Study
Although MFT scholars have expounded on the importance of the therapist in treatment
success in couple and family therapy (Blow et al., 2007; Blow & Karam, 2017), little research
has empirically examined therapist effects in these treatment modalities. Consequently, this
study aimed to fill this gap in the research by examining therapist effects on outcome,
specifically dropout rates, in couple therapy, using a large U.S. sample.
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Methods
Data
Data for this study came from the archived administrative records of a university-based
clinical training clinic in the western region of the United States that is associated with
COAMFTE-accredited masters and doctoral MFT programs. Intake data that were gathered
when the clients called in for therapy and the treatment plan for each case were combined with
the clinic’s billing records, which included the therapist’s ID number, type of case (individual,
family, couple, or group), and the number of sessions that the clients attended at the clinic. The
demographic data about each couple was taken from the partner that was listed as the lead
contact for the case. The data were gathered between February 2005 and September 2018 and
consisted of all clients that called into the clinic during that time. Clients seen at the clinic
provided consent for research, and the clients’ information that was included in the dataset was
de-identified. The archival data were stored electronically on a secured server with passwordprotected access to authorized users.
The archived data consisted of 2,884 couples who requested couple therapy during the 14
years that data were collected, and a total of 485 therapists were assigned a couple case during
that time. To control for bias in estimation (Barkham et al., 2017; Maas & Hox, 2004), therapists
were included in the study if they saw at least 10 couples, and clients were included if their
therapist treated at least 10 couples. Simulation studies have indicated that a 30/10 rule (at least
30 therapists in the sample with at least 10 clients per therapist) in multilevel modeling can
provide unbiased estimates (Harrow, 2002).
In addition, couples were excluded from the analyses if they came to the clinic to
participate in the clinic’s Relationship Checkup program. This program is a structured series of
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three sessions where couples who are students at the university are encouraged to come to clinic
to assess the level of well-being in their relationship. Only when the couple is assessed as having
significant relationship problems are they encouraged to continue therapy beyond the three
sessions. Because the healthy couples participating in the Relationship Checkup program would
be defined as having dropped out of therapy because they only attended three sessions, when,
instead, they had successfully completed a relationship wellness checkup, the Relationship
Checkup cases were a significant confound to the study. As a result, these 153 cases were deleted
from the analyses. After applying the inclusion and exclusion criteria, the final dataset consisted
of 1,192 couples who were seen by 90 therapists. In the data set, therapists saw an average of
14.1 couple cases, with a maximum of 32 cases seen by one therapist.
Sample Characteristics
Therapists in the study were current students in either the masters or doctoral MFT
program. Although MSW and doctoral clinical psychology students also see clients at the clinic,
none of them saw at least 10 couple cases; consequently, only MFT students were included in the
analysis. The master’s program is a two-year clinical training program, where students are
required to accumulate 500 face-to-face clinical contact hours before they can graduate, with 250
of those hours consisting of either couple or family therapy cases. All masters students take a
couple therapy class during their second year in the program. The doctoral program consists of
advanced clinical and research training in MFT. Students are required to complete the masterslevel curriculum at a COAMFTE-accredited master’s program, or its equivalent, before
beginning the doctoral curriculum. Doctoral students are also required to accumulate 500 faceto-face clinical contact hours, with 250 of those hours consisting of either couple or family
therapy cases. The majority of the therapists (57.8%) were female; 73.3% of the therapists were
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masters students, 11.1% were doctoral students and 15.6% of the therapists were first masters
students and then became doctoral students at the university.
Slightly more than half of the persons in the relationship who called the clinic for an
appointment were females (53.7%), while 47.3% were males. The average age of the female lead
contacts was 39.77 (SD = 10.67), and the average age for the male lead contacts was 40.37 (SD =
10.23). The majority of the couples (84.3%) were married, 4.2% were either divorced or
separated, and 11.5% were in a relationship, but not married. In regard to racial distribution,
83.0% of the sample reported being White, 12.2% as Hispanic, and 4.8% as representing other
races. The mean number of years in the relationship was 6.64 years (SD = 7.61), and they had a
mean of 2.37 (SD = 1.75) children. Nearly one-third (30.3%) of the partners had at least a
bachelor’s degree.
Measures
Therapists
The independent variable for this study was the therapist. Each therapist had a unique
numeric identifier in the clinic administrative database that was used to group the couples who
were seen by each therapist. The numeric identifier was an arbitrary number assigned by the
clinic when the therapist started their program of study.
Therapist Gender and Experience
The name of the therapist, as well as their numeric identifier, was included for each case
in the clinic’s administrative database. In order to determine the gender and experience of each
therapist in the study, clinic administrators looked at each of the therapists’ names and assigned
them as either male or female. Therapist experience was determined by whether the therapist was
a masters student or a doctoral student. The clinic administrators were familiar with the
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therapists who had been trained in the clinic, which made it possible for them to accurately
assign each therapist to a category of gender and experience level. There were 14 (15.6%) of the
therapists that were masters and then doctoral students in the program. These therapists treated
111 (9.3%) of the couples in the data set. Cases seen by these therapists were either assigned as a
masters-level case or a doctoral-level case depending on when they were seen by the therapist. In
other words, the administrator examined the dates that each couple was seen and assigned that
case to either masters or doctoral categories. The administrators recorded each therapists’ gender
and experience code in an SPSS file that contained the therapists’ ID. They then sent the SPSS
file with the gender and experience codes to the researchers, who merged this new dataset, which
only contained the variables of ID, experience, and gender, with the larger dataset that contained
all the other variables. In this way, the researchers only worked with de-identified datasets.
Dropout
There are a number of ways to operationalize therapy dropout, with basing it on the
number of sessions that clients attend being a common and accepted strategy (Swift &
Greenberg, 2012). An important rationale for this strategy is that the dose-effect research
literature has found that clients need to attend a minimum number of sessions for treatment to be
effective (Lambert, 2007). From the dose-effect perspective, failure to attend at least a minimum
number of sessions suggests that the treatment was not effective in eliminating symptoms or
meeting treatment goals. The disadvantage to using session count to operationalize dropout is
that some clients may be incorrectly coded as nondropouts, suggesting successful treatment, even
if they see few gains after completing many sessions (Swift & Greenberg, 2012). While this
operationalization of dropout misses some nuances of premature discontinuation, some
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researchers argue that it is more objective than therapist judgement, which can be biased and
flawed (Garb, 2005; Grove et al., 2000).
In addition, research suggests that there may not be much difference between dropout
rates operationalized by number of sessions as opposed to when dropout rates are operationalized
by completing a treatment protocol. Masi and associates (2003), using a sample that included
individuals, couples, and families, found no statistically significant difference in dropout rates
when dropout was operationalized by session count, therapists’ perception of whether treatment
goals were completed, or therapists’ report that the client unilaterally quit coming to therapy
sessions. Also, in Swift and Greenberg’s (2012) meta-analysis of dropout rates for studies in
individual therapy, the percentage of clients dropping out of therapy was almost identical
regardless of whether dropout was measured by the number of sessions (18.3%) or having
completed a treatment protocol (18.4%). In addition, in a study of 177 couples in therapy, Doss
and associates (2011) found similar rates of dropout when dropout was defined in nine different
ways, including number of sessions attended.
Based on these reasons, for this study, dropout was operationalized using a dichotomous
variable based on the number of sessions attended by the clients at the clinic. If clients attended
fewer than four sessions at the clinic, they were considered to have discontinued treatment
prematurely. Defining dropout as the couple attending less than four sessions followed a
precedent set by other studies in the field, with three sessions being considered enough time to
complete assessment and treatment plans but not enough time to provide adequate treatment
(Anderson et al., 2019; Fischer et al., 2018).
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Initial Relationship Functioning
Initial relationship functioning was assessed in order to control for the severity of
relationship impairment among the couples coming for therapy. It was measured using the
Global Assessment of Relational Functioning (GARF; American Psychiatric Association, 1994).
The GARF is a therapist-rated measure and is scored on a scale of 0 to 100, with lower scores
being more indicative of maladaptive relational patterns and higher scores indicating more
functional relationship patterns. The GARF has good interrater reliability (.71) and strong
validity (Stein et al., 2009). The GARF scores were extracted from the therapists’ formal
diagnosis of the couple, which they were required to submit when completing the client’s
treatment plan. Each partner was given a GARF score. In the rare case when the partners’ GARF
scores differed, an average was taken of the two scores. In cases in which a score was entered for
one partner and not the other, the entered score was used.
Analysis
Because of the nested nature of the data, with multiple couples being seen by the same
therapist, the data were not independent. Each couple had the same therapist as at least 9 other
couples, and those couples grouped under one therapist experienced couple therapy in ways that
were more similar than those couples seen by other therapists. The statistical tests traditionally
used in clinical research, such as analysis of variance and multiple regression, assume that
observations are independent from each other. The violation of this assumption increases the risk
of Type I error, indicating that the statistical test falsely found a significant result (Kenny &
Hoyt, 2009).
Consequently, multilevel modeling was used in these analyses in order to account for the
nonindependence of observations. Like the traditional analysis of variance and regression, the
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multilevel model assesses variance between and within groups, but the multilevel model reduces
bias in hypothesis testing by partitioning error terms across different levels in the model (Kahn,
2011). Because this study used a dichotomous dependent variable (dropout), the study employed
a multilevel logistic regression model.
The objective of the analyses was to calculate the average dropout rates among groups of
clients seen by the same therapist and test to determine if the average dropout rates significantly
differed between therapists. The particular statistic within multilevel modeling that assesses
differences between therapists is the Intraclass Correlation Coefficient (ICC). The ICC indicates
the proportion of variance attributed to a nesting factor (Kenny & Hoyt, 2009), and in the case of
these analyses, indicates the percentage of the variance in dropout that is attributable to the
therapist (Baldwin & Imel, 2013). The analyses were conducted in three steps. First, an empty
model that included no control or predictor variables was tested in order to calculate a base ICC.
Second, level of couples’ initial relationship impairment was added to the model as a Level-1
control variable in order to examine the degree of therapist variance, while controlling for the
difficulty of the cases. Third, therapist gender and therapist experience were added to the model
as Level-2 predictors to test their ability to explain differences in dropout rates between
therapists. The analyses were run using Stata (StataCorp, 2019).
Because the dependent variable is dichotomous, rather than continuous, the formula for
calculating the ICC was modified. When the dependent variable is continuous, the ICC is
calculated by dividing the between-therapist variance by the sum of the between betweentherapist variance and the individual-level (level-1) variance. However, in the case of a
dichotomous dependent variable, there is no direct estimate of the individual-level variance
(Austin & Merlo, 2017). Consequently, the ICC cannot be calculated in the standard way. A
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common alternative to the standard formula of the ICC that accounts for the dichotomous nature
of the dependent (level-1 variable) is to set the level-1 variance at 3.29, which is the standard
logistic distribution (Merlo et al., 2006; Sommet & Morselli, 2017).
Results
Overall, 29.4% of the couples dropped out of therapy before the fourth session. The
dropout percentage for the therapists ranged from 0% (the therapists with the least dropouts) to
78.9% (the therapist with the highest percentage of dropouts). Four of the therapists in the
sample (4.4%) had zero dropouts. The highest quartile of therapists had 27 dropouts out of 287
couples (9.4%). The lowest quartile of therapists had 154 dropouts out of 295 couples (52.2%).
Table 1 shows the two quartiles of therapists ranked by their dropout proportion.
The first model, or unconditional model, was used to estimate the percentage of variance
in dropout explained by the therapist. The ICC (therapist effect) for the unconditional model was
.093 (χ2(1, 1,191) = 21.05, p<0.001), 95% CI [0.05, 0.17].
The second model included a Level-1 predictor, initial couple impairment, in the analysis
to control for relational impairment of the couples seen by each therapist. The impairment data
had 483 (41%) cases that were missing because many of the therapists did not give a GARF
score as part of their treatment plans. A logistic regression was used to see if patterns of
missingness of couple impairment were associated with the dependent variable. The logistic
regression showed that missing impairment data was positively associated with dropout (beta =
1.36, p<.01).
The missing impairment data were missing at random (MAR). The data were not
consider missing not at random (MNAR) because there was no theoretically apparent reason that
missing GARF scores were due to the measure itself or the observed value (Jansen et al., 2006).
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When the probability of missing data of an observed variable depends on another observed
variable, the data are considered missing at random (Heitjan & Basu, 1996). The assumptions of
MAR should be substantively reasonable (Little & Rubin, 2019). In this case, the data were not
considered missing completely at random (MCAR) because the missing data were not
independent of observed and unobserved data (Li, 2013).
Multiple imputation is considered an appropriate method to deal with data that are MAR
(Sterne et al., 2009). It leads to more accurate results, compared to mean imputation and list-wise
deletion (Johnson & Young, 2011; Rubin, 2004). Multiple imputation creates copies of the
dataset, with each dataset having the missing values imputed differently. Estimates of parameters
are then averaged across the number of imputations (Royston, 2004). The data were imputed
twenty times, and separate models were run for each imputed dataset. The average ICC from the
twenty imputations was .095 (χ2(1, 1,191) = 22.72, p<0.001), 95% CI [0.05, 0.17], when
controlling for patient impairment.
The third model included therapist gender and therapist experience as level-2 predictors,
along with patient impairment as a level-1 control variable, to examine the extent to which these
two level-2 variables explained variation among the therapists. The odds ratio for therapist
gender was .81 (p=.29), and the odds ratio for therapist experience was .71 (p=.18), indicating
that neither therapist gender nor therapist experience predicted variance in therapists’ dropout
rates (see Table 2). Because of the possibility that including those therapists who saw couples
both a masters students and doctoral student may bias the results about the effect of therapist
experience on dropout, the analysis of the third model was also conducted with those therapists
who were both in the masters and doctoral program omitted from the analysis. The results were
the same as the original Model 3 that included them. In addition, because of the large number of
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missing values of the GARF score, Model 3 was rerun without including couple impairment as a
control variable. Results indicated that therapist gender and therapist experience were not
significant, which is the same as when couple impairment was included in the model.
Discussion
Although MFT scholars have argued that therapists play a vital role in successful delivery
of couple treatment (Blow & Karam, 2017; Blow et al., 2007; Karam et al., 2015), little research
has been conducted to test that argument. In response, this study sought to determine if there are
significant therapist effects in couple therapy. Findings from the study suggest that therapists
account for 9.5% of the variance in couple dropout, when controlling for initial client
impairment. This estimate is a little higher than the 8.0% found by Owen et al. (2014) in the
other study that examined therapist effects in couple therapy, and it is somewhat higher than the
7% found in naturalistic studies in individual therapy (Baldwin & Imel, 2013; Saxon &
Barkham, 2012). When comparing these results with individual psychotherapy studies that also
examined therapist effects on dropout rates, the therapist effect of 9.5% found in this study are in
between the 12.6% reported by Saxon and associates (2017) and the 5.7% reported by
Zimmermann and associates (2017).
While 9.5% is not a big proportion of the variance in an absolute sense, this variability in
outcomes between therapists makes a meaningful difference. In this study, as shown in Table 1,
an effect size of 9.5% translated into a sizable difference in dropout rates, with the most effective
quartile of therapists having an average dropout rate of 9.4%, while the least effective quartile
had an average dropout rate of 52.2%. This is in line with Wampold and Brown’s (2005)
findings, which showed that with a 5% therapist effect across 581 therapists, the top quartile of
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therapists had an effect size of .47 compared to the effect size of .20 for the bottom quartile of
therapists.
In addition, researchers have pointed out that a small percentage of explained variance
among therapists can have a large cumulative impact over time. Imel and associates (2015)
conducted a simulation study of 50 therapists who had a caseload of 30 clients who they saw for
eight sessions. Based on an therapist effect of .10, which is similar to the effect size found in this
study, and an average positive response rate to therapy of 50%, the authors calculated that that
the most effective therapist would have 101 of their clients (out of a possible of 120) respond
favorably to therapy over a one year period, while only 18 clients seen by the least effective
therapists would positively respond. Over a five-year period, the number of positive responses
would be 507 and 92, respectively.
Thus, the results of this study provide empirical support for the argument that therapists
are an important ingredient in successful couple therapy (Blow & Karam, 2017; Karam et al.,
2015). Marriage and family therapy model developers have suggested that the therapist is a
salient model-independent factor in effective treatment (Davis & Piercy, 2007). The finding that
therapists account for a significant proportion of the variance in couple outcomes makes sense
when considering the argument that greater skill is needed in relational therapies (Blow &
Karam, 2017). While this study does not establish that the therapist effect in couple therapy is
significantly greater than the therapist effect in individual therapy, it indicates that therapist
effects in couple therapy are comparable to, if not greater than, those found in individual therapy.
The results of the study showing that therapist gender was not a significant moderator of
therapist effects is consistent with previous research. Owen and colleagues (2014) did not find a
significant relationship between therapist gender and couple therapy outcome, and Bartle-Haring
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and associates (2016) did not find a significant relationship between therapist gender and the
development of the therapeutic alliance. These results also parallel what has been found in
individual therapy which has shown that therapist gender does not significantly influence
outcomes (Beutler et al., 2004; Chow et al., 2015; Okiishi et al., 2006; Wampold & Brown,
2005).
This study found that therapist experience was not a significant moderator of therapist
effects in couple therapy. While the results are consistent with most research on individual
psychotherapy (Chow et al., 2015; Kraus et al., 2016; Okiishi et al., 2006; Wampold & Brown,
2005), they differ from Owen and associates’ (2014) study of couple therapy in Norway. The
difference in the findings between the current study and the Norway study may be due to two
reasons. First, there was a substantial difference in the range of therapist experience between the
two studies. The therapists used in the current study were all trainees in either a masters or
doctoral program. Although the doctoral trainees had significantly more experience than the
masters-level trainees, most of them still had limited experience, with almost all of them still
unlicensed. In contrast, the average number of years of experience from the study in Norway was
7.3 years, with a standard deviation of over 7.0, and a range of 0-19. Thus, the lack of range in
the therapist experience in the current study may account for the finding that therapist experience
was not a significant predictor of therapist effects.
Second, therapist experience was measured differently in the two studies. While the
current study measured therapist experience by whether the therapist was in the masters or
doctoral program, the Norway study assessed the amount of experience specifically doing couple
therapy. Based on Blow and Karam’s (2017) argument that couple therapy requires more
therapist expertise than individual therapy, it makes sense that the Owen and associates (2014)
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used the amount of experience doing couple therapy, specifically, as opposed to doing
psychotherapy, in general. This may also account for why the Norway study found that
experience was a significant predictor of therapist effects, while many studies on psychotherapy
have not found that therapist experience is a significant predictor (Chow et al., 2015; Kraus et al.,
2016; Okiishi et al., 2006; Wampold & Brown, 2005). Thus, the differences in the findings
between the current study and the couple therapy study in Norway may illustrate the nuanced
relationship between therapist experience and therapist effects (Walsh et al., 2019) and the need
to operationalize therapist experience in a number of ways in order to best understand the
relationship between therapist experience and therapist effects. For example, some scholars have
pointed out that little research has examined the “quality” of therapist experience as opposed to
the “quantity” of therapist experience and that with deliberate practice, therapists can improve
their outcomes (Chow et al., 2015; Goldberg et al., 2016; Miller et al., 2014)
Limitations and Future Directions
The major limitation of the study was the limited number of variables available for
analysis. The measurement of the dependent variable, premature dropout, was limited to the
number of sessions attended because no data were available to measure dropout from the
attending therapist’s perspective. In addition, only data for therapist gender and therapist
experience were available to be included as Level-2 predictors of therapist effects. Additional
predictor variables would have increased the richness of the analysis. A second limitation is that
the range of experience among the therapists was substantially restricted because the therapists
were all participating in masters and doctoral-level training programs. As a result, the therapists
were generally inexperienced and had not accumulated enough hours for licensure.
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Despite these limitations, this study represents the first large-scale study that examined
therapist effects in couple therapy outcome. Future research needs to examine additional ways of
assessing couple therapy outcome, such as measures of relationship functioning that will enable
researchers to assess therapist effects in change in relationship functioning from the beginning to
the end of therapy. Future research needs to further examine the role of therapist experience as a
moderating variable, using a wider range of therapist experience. Also, researchers need to
examine more predictor variables, such as disciplinary training (psychology, MFT, social work,
etc.).
After research has formed a more robust knowledge base of therapist effects, and their
moderators, in couple therapy, the next step is to examine the factors that characterize effective
therapists. Having established that some therapists are more effective than others when doing
couple therapy, what are the characteristics and in-session behaviors that differentiate effective
from less effective therapists? The essence of this question is captured well in a statement that
Gurman made in a paper that he wrote about narrowing the clinician-researcher gap in couple
therapy. After acknowledging the absolute efficacy of couple therapy as well as the field’s
advances in cultural awareness and theory development, Gurman stated that, “There is a
compelling need in couple therapy to move beyond the question, ‘What works?,’ and even
beyond the question, ‘How does it work?,’ to the question, ‘How do they work?’” (Gurman,
2011, p. 288), they, referring to the therapists themselves. Thus, future research needs to further
examine therapist effects and then move toward understanding the characteristics and behaviors
of effective therapists.
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Table 1 Top and Bottom Quartile of Therapists Ranked by Dropout Proportion
Therapist
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22

Couples
Treated/
Dropouts
13/0
10/0
10/0
10/0
16/1
15/1
14/1
13/1
12/1
12/1
12/1
11/1
10/1
10/1
27/3
15/2
14/2
13/2
13/2
13/2
12/2
12/2

Prop.

Median
Sessions*

0.00
0.00
0.00
0.00
0.06
0.07
0.07
0.08
0.08
0.08
0.08
0.09
0.10
0.10
0.11
0.13
0.14
0.15
0.15
0.15
0.17
0.17

8.00
14.50
14.00
10.50
9.50
6.00
12.50
13.00
21.50
6.50
9.00
5.00
6.50
9.00
9.00
9.00
7.00
9.00
11.00
4.00
5.00
5.50

Therapist

Couples
Treated/
Dropouts
12/5
14/6
16/7
16/7
11/5
13/6
13/6
15/7
16/8
14/7
12/6
12/6
12/6
12/6
10/5
10/5
18/10
14/8
15/9
10/6
11/8
19/15
1192/351

69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
87
89
90
Entire
Sample
Note. *Median number of sessions attended by therapist’s couples

Prop.

Median
Sessions*

0.42
0.43
0.44
0.44
0.45
0.46
0.46
0.47
0.50
0.50
0.50
0.50
0.50
0.50
0.50
0.50
0.56
0.57
0.60
0.60
0.73
0.79
0.29

5.50
4.00
4.00
7.00
4.00
4.00
4.00
4.00
3.50
3.50
3.50
4.00
5.00
3.50
4.50
4.50
3.00
3.00
3.00
3.00
3.00
2.00
6.00
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Table 2 Model Comparisons

ICC
Odds Ratios
Impairment
Gender
Experience
Note. *p<.05

Model 1
0.093*

Model 2
0.095*

Model 3
0.09*

0.99

0.99
0.81
0.71

